Is it time for internal medicine pharmacists in primary care?
In the past 10 years, we have witnessed an astonishing expansion of the pharmacist's role in the Canadian primary care system, within both community pharmacies and interprofessional teams. The professional autonomy that we have gained as a result of expanding scopes of practice and new publicly funded clinical services has rightly cemented primary care pharmacists as the medication managers in primary care.
Our profession's evolution from a supplier of medications to a provider of care is not dissimilar to the transformation that occurred with primary care physicians in the 20th century. It would be wise for pharmacists to learn from the experiences of our primary care physician colleagues, who successfully assumed the lead role in the delivery of primary care more than 50 years ago.
In the early 1800s, many physicians in North America, like pharmacists, had little formal training, and many learned on the job. Physician practice evolved in the 20th century toward the development of specialities as the basis for delivery of care, with 15 discreet specialist roles emerging by 1930. 1 Primary care physicians became lower in rank and smaller in numbers as they were often prevented from working in hospitals and performing certain procedures. This system was transformed in the 1960s as a result of public dissatisfaction with the fragmentation of care and the inaccessibility of physicians in this specialist-focused system. 1 Primary care physicians were formally recognized as medical specialists, and their role evolved into the system that we have today, with primary care physicians taking responsibility for the medical needs of the Canadian population. Primary care pharmacists, practising within both community pharmacies and interprofessional teams, are currently at a similar crossroads as primary care physicians were in the 1960s-on the cusp of assuming responsibility for the management of medications in primary care. However, one key factor that we do not have to support our success in assuming this new role, which primary care physicians had in the 1960s, is the existence of a referral-based system within our own profession.
Although primary care physicians quickly became the "quarterback" on the health care team by the late 20th century, they knew that they could not do everything on their own and often needed to ask for help. Fortunately, they had an existing system of physician specialists to whom they could refer complex patients.
It is my contention that primary care pharmacists will never achieve the successes of our primary care physician colleagues if we do not create a similar referral-based system within our own profession. Like generalist physician practitioners, generalist pharmacist practitioners cannot do everything on their own. We need to learn when to ask for help. Unfortunately, pharmacists in Canada do not have the luxury of a formal system of specialist pharmacists to refer complex patients. Consequently, we have been forced to try to do everything on our own, and there is evidence that we are struggling.
An analysis of the Ontario MedsCheck Diabetes program found that 96.7% of complex patients, each taking on average 11 different medications, did not receive follow-up from the pharmacist after the initial assessment. 2 It is just not plausible that almost 97% of these patients were meeting their goals and did not need follow-up. The possible lack of impact on patient outcomes of medication reviews performed by community pharmacists in British Columbia has also been brought into question. 3 As a possible explanation for these worrisome statistics, in a recent provincial survey of community pharmacists in Saskatchewan, respondents highlighted the lack of a system to refer complex patients as a key barrier to the provision of medication assessments. 4 So what should this referral-based system for primary care pharmacists look like? Unfortunately, there is a paucity of evidence to guide decision making in this area, just as there was in the 1960s when primary care physicians forged their path forward.
Some pharmacists already practise exclusively as specialist pharmacists in areas such as oncology and cardiology, located mostly in acute care settings and hospital-run ambulatory clinics. 5 There are also many primary care pharmacists with additional qualifications in specialty areas but who continue to practise as generalists. 6 In a national survey of Canadian community pharmacists, almost 16% reported that they were formally certified to practise in a specialty role, the most common
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areas being diabetes education and smoking cessation. 6 Conse-
quently, there appears to be an existing, but untapped, speciality resource that could be used in a referral-based system for primary care pharmacists. Unfortunately, most specialist pharmacists do not take referrals from other pharmacists who do not work within their hospital or clinic, and most primary care pharmacists with additional qualifications do not take referrals from other pharmacists who do not work within their pharmacy. This is something that will need to change. The missing piece of this puzzle that would have the greatest value for primary care pharmacists lies in the creation of a network of internal medicine pharmacists. This would represent a new role for our profession in the primary care system. Internal medicine pharmacists would see patients who are referred by primary care pharmacists, and their role would be to assist with managing highly complex, time-consuming patients. This may be most useful for community pharmacy settings, where the barriers to independently managing complex patients are probably the greatest. 7 This is certainly not a novel idea, as this is how primary care physicians work with internal medicine physicians. Canadian community pharmacists have previously asked for an option to refer their most complex medication assessments 4 -so why not refer these patients to another pharmacist? The internal medicine pharmacist would have the time and experience to confidently and efficiently perform an assessment of these difficult cases. The referring primary care pharmacist could take responsibility for liaising with the primary care physician (when necessary) to implement medication changes and provide follow-up.
Creating this network of internal medicine pharmacists will create some challenges regarding training and education. Many pharmacists who have significant experience managing complex patients could move directly into this role. However, it would likely require the development of postgraduate residency programs and/or expanded continuing professional development opportunities for new or less experienced pharmacists who want to practise as internists. Remuneration models will also need to evolve to support this new internal medicine pharmacist role, and regulators will have to consider the potential need to create a certification and credentialing system to ensure a minimum level of competency.
Fortunately, we have some experience with referral-based internal medicine pharmacist services in Canada. Three pharmacy schools (Saskatchewan, British Columbia and Newfoundland) operate pharmacist-run patient care clinics that are physically located on campus and provide a variety of services, some of which are consistent with this proposed internal medicine pharmacist role.
The Medication Assessment Centre (MAC) at the University of Saskatchewan College of Pharmacy and Nutrition provides medication assessments for complex cases and accepts referrals from patients or any health professional. Many community pharmacists in Saskatchewan already send their most complex patients to the MAC, and we have developed a system to co-manage these patients intraprofessionally. 8 An additional advantage of creating an internal medicine pharmacist role is the flexibility with which it could be implemented. The model of using pharmacy school-based patient care clinics allows for patient referrals to be used for experiential learning purposes and provides access to faculty to support and train the internal medicine pharmacists. However, this speciality service could also be implemented directly within a chain community pharmacy setting, which might train one internal medicine pharmacist to support multiple different pharmacies. Similarly, hospitals/health regions might choose to integrate this role into existing ambulatory clinics.
BOX 1 Proposed roles for pharmacists in the primary care system
Primary care pharmacist: A pharmacist who is the point of first contact with patients and the health system; practises in either community pharmacy or co-located interprofessional team settings; manages medications for all patients regardless of complexity; the general practitioner of pharmacy practice Primary care pharmacist with additional qualifications: A primary care pharmacist (see above) who has taken additional training in a specialty area (e.g., certified diabetes educator, certified geriatric pharmacist) but who still practises in a primary care pharmacist role Internal medicine pharmacist: Proposed new pharmacist role; supports primary care pharmacists by assisting with the management of complex patients with multiple medical conditions on a referral basis; could practise in a variety of settings (e.g., university-based clinic, community pharmacy, or co-located interprofessional team); may require additional training and certification depending on experience of the pharmacist Specialist pharmacist: A pharmacist who practises exclusively in a specialty area such as cardiology or nephrology; usually has additional training and qualifications in the specialty area; typically practises in acute care setting or hospital-run ambulatory clinic; sees patients on a referral basis but typically does not currently accept referrals from primary care pharmacists
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We have learned many lessons from our long-standing love-hate relationship with our primary care physician colleagues. Perhaps the most urgent lesson, which we cannot afford to ignore, is the value that will come from the creation of a referral-based system in which primary care pharmacists can refer complex patients to either a specialist pharmacist or an internal medicine pharmacist. If you are currently practising in a community pharmacy or interprofessional team setting and believe that you would benefit from this sort of help, there could be no better time in history to ask for it. ■
